Lumbar puncture.-A few drops of yellow fluid withdrawn. Queckenstedt test revealed complete spinal block. On analysis, protein and globulin were greatly increased.
Diagnosis.-Cauda equina tumour. Operation, 30.5.33. Laminectomy.-The dura was tense and bluish. There was no pulsation until as high as the twelfth dorsal lamirn3 had been removed.
The contents of the dura felt hard. Dura opened. Small quantity of yellow fluid escaped. The whole of the exposed canal was tightly packed with soft tumour. This was thinly encapsulated and appeared to have originated from the conus and grown downwards, pushing the components of the cauda to the periphery. As much as possible was removed by dissection and suction. Condition History.-Eigbteen months previously he had been knocked down in the street and rendered unconscious, and was detained in another hospital for three weeks. He appeared to be in a satisfactory condition until two months previously, when he complained of headache in the right occipital region, giddiness, and occasional vomiting. On examination in the out-patient department nothing abnormal was found, apart from a marked squint which had been present from infancy. The case was thought to be one of post-traumatic headache.
On examination.-Nothing abnormal found except the discs, which showed an optic neuritis of 2 D. It was not possible to get the boy to co-operate for obtaining visual fields.
The diagnosis was therefore changed to one of intracranial tumour or abscess, and it was decided to perform ventriculography in order to endeavour to localize the site of the lesion. As the needle was passed through a trephine hole towards the posterior horn of the right lateral ventricle it was felt to encounter a hard tumour.
Operation.-Parieto-occipital bone-flap. The tumour was about 1 cm. deep to the surface of the occipital lobe. It was removed, and owing to the marked intracranial pressure it was necessary to sacrifice the bone. A blood transfusion was given.
Progress.-Very satisfactory. One year later bone-grafting was performed, ribs being used for the graft.
Comment.-Had this boy been old enough to co-operate it is almost certain that he would have shown some homonymous field defect-probably lower quadrantic in type.
Severe Epilepsy, completely alleviated by Encephalography.-J. M. SMELLIE, M.D.
Kenneth P., a boy, aged 7 years, was first seen in February 1932, with a history of frequent convulsions commencing only a few weeks previously. On admission to hospital the convulsions were of the " petit mal " type and so frequent that a diagnosis of pyknolepsy was suggested.
Examination of the central nervous system was negative and under bromides and luminal the attacks were reduced considerably in frequency, and the boy was discharged from hospital.
He was readmitted a month later as the fits had again become frequent and more severe. Further examination of the nervous system, biochemical investigation of the cerebrospinal fluid and Wassermann reactions were all negative.
On April 15, 1932, 55 c.c. of cerebrospinal fluid were removed by lumbar puncture and 40 c.c. of air introduced. A skiagram examination taken immediately afterwards showed a normal filling of all ventricles.
The boy was discharged from hospital about a week later and has remained perfectly well since then. There have been no fits, although he now appears to be somewhat mentally defective. Following encephalography there were no fits for three weeks; then fits occurred much less frequently than before and the attacks were less severe. Edna C., aged 121 years was first seen in March 1932 with a history of having had attacks of fainting at school for about two months. A swelling in the neck had been noticed for two or three weeks, and there had been sweating for a similar period. The child even at that time presented the obvious appearance of exophthalmic goitre.
Severe Epileptiform Convulsions: Considerable
The basal metabolic rate showed that she was 44% above the statistical mean normal for a child of her size. She was kept in hospital for many months and given a variation of treatment, including Lugol's iodine, insulin and glucose. etc.
Her pulse-rate remained steady, between 120 and 140, and though at first there was a loss of about one pound in weight, during the remaining period her weight was stationary. In August 1932 acute tonsillitis developed, followed by an acute nephritis, and in December 1932 the tonsils were removed.
Her general condition since then has remained good, and though she still has tachycardia, enlarged thyroid and tremors, there has been no further loss of weight.
She is now attending hospital as an out-patient, once a week, for X-ray treatment.
Ankylosis of the Temporo-maxillary Joint, following Diphtheria and Otorrhcea.-J. M. SMELLIE, M.D.
Irene W., aged 5i years, had diphtheria in November 1930. She was quite well on discharge from the fever hospital, except for left otorrhcea. Two months later, i.e., in, April, 1931, she began to have difficulty in opening her mouth. Eleven months later she was first seen in the out-patient department; her mouth could then only be opened to a very slight extent, and she still had a discharging left ear. X-ray examination showed an ankylosis of the left temporo-maxillary joint.
She was admitted to hospital in March 1932, and examination under an anesthetic confirmed the X-ray picture of ankylosis; the vertical jaw movement was about a quarter of an inch, the lateral movement to the right also a quarter of an inch, and there was no travel to the left.
As the otorrhma failed to respond to treatment, operation was performed in June 1932, when the left mastoid antrum was opened. Since then the ear has continued to discharge, in spite of intensive treatment.
